Summary: Three hundred male Irish alcoholics were selected from 508 consecutivealcoholic admissionsto hospital. Using well defined diagnostic criteria, they were divided into three subgroups (1) primary alcoholics, (2) alcoholicswith secondary affective disorder and (3) those with primary affective disorder and secondary alcoholism. Although the three groups reporteddifferencesin pasthistoryand family historyof affectivedisorderand in time spent in hospitalfor both alcoholismand affectivedisorder,there was little to distinguishthem in behaviourassociatedwith alcoholismor in family historyof alcoholism.The implicationsof thesefindingsand their significance for the relationshipof affectivedisorderand alcoholismare discussed.
Summary: Three hundred male Irish alcoholics were selected from 508 consecutivealcoholic admissionsto hospital. Using well defined diagnostic criteria, they were divided into three subgroups (1) primary alcoholics, (2) alcoholicswith secondary affective disorder and (3) those with primary affective disorder and secondary alcoholism. Although the three groups reporteddifferencesin pasthistoryand family historyof affectivedisorderand in time spent in hospitalfor both alcoholismand affectivedisorder,there was little to distinguishthem in behaviourassociatedwith alcoholismor in family historyof alcoholism.The implicationsof thesefindingsand their significance for the relationshipof affectivedisorderand alcoholismare discussed. theother. Intheliterature there arenumerousreports that link excessive drinking withaffective disorder. A positive relationship is inferred from such findings as a high incidence of alcoholism in families of patients with affective disorder (Cassidy et a!, 1957; Winokur et a!, 1971 ); a high incidence of affective disorder in families of alcoholics (Winokur et al,1970) ;and a high incidence of suicidal behaviour associated both with affective disorder and alcoholism (Robins et a!, 1959; Barraclough eta!, 1974) . Studies ofalcohol problems among manicdepres sive patients reveal rates foralcoholism of8â€"36 per cent (Freed, 1970; Morrison, 1974; Dunner et a!, 1979) ; conversely 5â€"9 per cent of alcoholics are said to exhibit co-existing affective disorder (Tillotson et a!, 1937; Amark, 1951; Sherfey, 1955) . Depression as a secondary symptom is also frequently reported in association with alcohol addiction (Weingold et a!, 1968; Weissman eta!, 1980) .
The results of a number of studies suggest that drinking behaviour may be influenced by the presence ofa depressive disorder. Pottinger eta!(1978) , ina surveyof 61 alcoholic patients, foundat one year follow-up that depressive symptomshadpersisted and reported apositive association betweentheseverity of impairment due to alcoholism and thepresence of depression. Although most patients in this study believed thattreatment for alcoholism had been helpful in modifying their drinking, treatment did not appear to have alleviated their depressive symptoms. Cadoret and Winokur (1974) have reported that the drinking pattern in a group of depressed alcoholics had an element of periodic recurrences, manifested in the male by a more bender type of drinking and in females by longer periods of abstinence. The association of periodic drinking with affective symptoms has also been observed by Amark (1951) . Finally, Schuckit eta! (1972) in a group of female alcoholics, identified a sub sampleofpatients exhibiting primary affective disor der with secondary alcoholism, who at three year follow-up, had a distinctly better prognosis than primary alcoholics.
Earlier study
The results of a comparison of primary alcoholics with alcoholics who hadaco-existing affective disorder havebeenpreviously reported byus (O'Sullivan eta!, 1979) . Primary alcoholics were defined as those patients who showed clear evidence of alcohol dependence without any other psychiatric or medical disorder; while alcoholics with co-existing affective disorder fulfilled the diagnostic criteria foruse in psychiatric research (Feighner eta!,1972) 
Methods
(1) Criteriaand exclusion of patients Three hundred alcoholics were selected from 508 consecutive male alcoholic admissions to St Patrick's Hospital, an acute care psychiatric facility in Dublin. To qualify for inclusion in this study, patients had to fulfill the following criteria: All psychiatric diagnoses were made according to the diagnostic criteria for use in psychiatric research (Feighner et a!, 1972 ). Patients were defined as primary alcoholics, when they fulfilled the criteria for alcoholism in the absence of any other psychiatric or medical disorder; primary affective disorderwhen they exhibited the criteria for affective disorder on admis sion, or had in the past, and had no previous history of medical disorder or other psychiatric illness including alcoholism at the time of the onset of their affective disturbance; Secondary affective disorder, when they fulfilled criteria for affective disorder and had a preceding history of alcoholism but no other psychia tric disorder or medical illness.
Patients were interviewed with a structured ques tionnaire developed in an earlier pilot study during which the project psychiatrist and social workers were trained in its use. The questionnaire covered personal, family and marital, educational, occupational and social history, also previous medical and psychiatric history. The interviewing psychiatrist had no involve ment in the clinical management of the cases. The assessment of the patient's mental state and psychiatric history was made after he had completed a drying-out period of at least 10 days, was out of bed and engaged in a treatment programme. Patients discharging them selves before the initial assessment was completed were excluded from the study. Where possible, the patient's wife or a first degree relative was interviewed by a social worker to obtain a confirmatory history. We were successful in contacting the next of kin of 237 patients (79 per cent of the sample of 300), who were given a modified version of the questionnaire used for the patient's psychiatric assessment.
Out of a total of 508 alcoholic admissions, 208 (41 per cent) were excluded as they failed to meet the study criteria. These were 48 (9.4 per cent) for serious physical illness or organic brain syndrome and 62 (12 per cent) for psychiatric disorder other than affective disorder. Details of these patients have been pre viously reported (Daly et a!, 1980; O'Sullivan, 1981) . Another 55(10.8 per cent) either refused to co-operate or left hospital before the assessment was completed and 43(8.3 per cent) were excluded on the basis of age or area of permanent residence.
(2) Patients studied Our criteria for the presence of co-existing affective disorder were fulfilled by 106â€"34patients whose affective disorder predated the onset of alcoholism (PAD, primary affective disorder with secondary alcoholism), and 72 whose alcoholism predated their affective disorder (SAD, alcoholism with secondary affective disorder). Of the first group 14, and of the second 10 had bipolar illnesses.
Finally there were 194 patients who had clear evidence of alcohol dependence in the absence of any other psychiatric or medical disorder (primary alcoholics).
These three groups of primary alcoholics, PAD alcoholics and SAD alcoholics totalled 300 patients and are the subject of this report. They had an average age of 44 years and started drinking at a mean age of 18 years. A mean duration of nine years of addictive drinking was obtained for this sample.
Results
On the basis of Feighner's Research Diagnostic Criteria for Alcoholism, there were only two differ ences between the three groups for symptoms of alcoholism: primary alcoholics more frequently re ported blackouts and trafficviolations when compared with the two affective disorder groups. An examina tion of the progress of the drinking for the three groups revealed no differences in items such as the age a patient first took alcohol, nor in onset of regular, excessive and problem drinking, nor in longest dry period. In addition there were no differences in other items probably influenced by the severity of the alcoholism, such as withdrawal complications follow ing the present admission to hospital, alcohol relapse while attending the treatment programme, nor in the proportion of patients completing the programme. Moreover, when bipolarpatients and umpolar patients were compared with primary alcoholics, irrespective of primary and secondary classification, these similarities in drinking behaviour persisted. However, with regard to treatment, although the two groups with co-existing affective disorder reported receiving more inpatient treatment for their alcoholism, the length of time of abstinence after inpatient treatments showed no significant differences when compared to the less frequently treated primary alcoholics.
When previous history of inpatient and outpatient treatment for affective disorder was compared, alco holics with co-existing affective disorder predictably reported more treatment: more outpatient contacts with psychiatrists and family physicians and more admissions for affective disturbance. When PAD and SAD categories are considered separately, the SAD alcoholics got most treatment, but, differences in treatment patterns no longer reach levels of signifi cance, except for treatment from family physicians. In terms of the present admission the alcoholic with a co existing affective disorder was more likely than the primary alcoholic to be on his second or third admission, to have received more chemotherapy, or ECT and have a longer stay in hospital (Table I ). The duration of relapse before the present admission was shortest for the PAD alcoholics, being on average less than half that of the primary alcoholic. This may indicate that these patients are more energetically treated by their psychiatrist or alternatively they may seek treatment earlier, as a result of the distress occasioned by their mood disorder.
Fewer SAD alcoholics received a diagnosis of bipolar illness (14 per cent compared to 41 per cent) and they reported a lower rate of affective disorder and other psychiatric illness in first and second degree relatives (Table II) . These characteristics may reflect the greater importance of genetic factors in PAD patients and suggest that SAD patients maybe a more clinically heterogenous group containing a mix of affective disturbances of varied aetiology.
Therewere no differences inthereported rateof alcoholism ineither first orsecond degree relatives of the three groups of patients.
Almost 10 per cent of the primary alcoholics were assessed by their treating psychiatrist as being de pressed or elated, but as they failed to meet the Research Criteria for Affective Disorder, they were not included in either of our affective disorder groups.
Although it wasnotourintention tomatchprimary alcoholics with affective disorder alcoholics, our exclusion criteria resulted inthree verysimilar groups in terms of social and other variables. Of 18 family, social, occupational, educational and demographic variables studied, only one significant difference emergedbetweenthegroups: theaffective disorder alcoholics wereon average 2.5years older (44.3 versus 42.8) than the primary alcoholics (t: P = .04).
Discussion
It is of interest that in this study the alcoholism history of the three groups of patients is similar. The t Indicates a significant difference (x2;P <.05) between primary affective disorder and secondary affective disorder groups.
lack of difference in drinking behaviour suggests that the co-existence of mood disorder and the added exposure to treatment that alcoholics with affective disorder receive has no great impact on their alcohol ism. Put another way, although mood disturbance may benefit from treatment, stabilization of mood is not necessarily followed by improvement in drinking behaviour. This in part explains why the use of antidepressants and lithium in the treatment of alcoholism has been disappointing (Viamontes, 1972; Pond et a!, 1981) . Some authors have questioned the traditional view that depressed alcoholics use alcohol as a way of obtaining relief from depressed mood. Mayfield and Coleman (1968) noted that while mania was consistently related to excess alcohol consump tion, patients reported a reduction in alcohol intake during the depressed phase of their illness. Reich (1974) found similarly in a group of patients in hospital with bipolar illness that half of them had a history of inordinate use of alcohol during their manic phase, but many had a tendency to shun alcohol when depressed. In this sample, rates for alcoholism in the first degree relatives of the two affective disorder groups were as high as rates obtained in relatives of primary alcohol ics. We had anticipated obtaining a higher incidence of alcoholism in the families of the primary alcoholics, as reported by Winokur (1971) whose primary depressives with secondary alcoholism had signifi cantly fewer alcoholic relatives than did primary alcoholics. However, as 23 per cent of our affective disorder patients had a bipolar illness, they are not strictly comparable to Winokur's unipolar depressives.
In addition, our family rates for alcoholism (and another as different expressions of a disturbed family environment. For these reasons, assumptions on the basis of family history data about the inter-relationship of alcoholism to affective disorder should be made with care. Overall, the relationship between alcoholism and affective disorder is complex. Do both disorders stem from a basic underlying emotional disorder, or does the frequent combination of alcoholism and abnormal mood simply reflect the non-specific nature of both conditions, the existence of either being determined by the interplay of environmental stress, sociocultural factors and genetic influences? Alternatively, alcohol ism may be thought of as a final common pathway through which many separate psychiatric conditions may manifest themselves. The question of common characteristics and differences may be approached from different perspectives including clinical, genetic and biological.
This study explores the clinical background of what essentially are two groups of patients, one starting with alcoholism (some of whom later develop affective disorder) and another presenting with affective disor der and all going on to alcoholism. The lack of difference in drinking behaviour found in these groups may be a true finding, indicating that alcoholism is a separate clinical entity, which once established in the patient runs a course independently of affective disorder or it may simply reflect characteristics of this patient population.
A final consideration is the clinical exclusiveness of research diagnostic criteria and the impact this may have on research findings. In the present study, this is illustrated by the fact that although 10 per cent of primary alcoholics were considered by their treating psychiatrist tosuffer fromeither elation ordepression, they were not included in either of our affective disorder groups as they did not meet Feighner's qiteria. In practice the primary and secondary classifi cation of psychiatric disorder presents difficulties as it requires great care to sort out whether affective disorder precedes or follows alcoholic addiction, given the long history and severity of alcoholism so often seen in alcoholics in hospital. While the distinction between primary and secondary affective disorder may be useful for research purposes, the validity of this distinction still awaits further data from follow-up, family and laboratory studies.
